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I. INTRODUCTION

Ethical/legal issues in health care are assuming increasing
significance due to the emotional issues, media coverage, and
high health care cost. This has resulted in growing public
avareness over patients' rights, malpractice and decth and dying
issues.1 Concern over the decision of when not to attempt
resuscitation on & patient and how to implement that decision is
certainly one of the most dramatic, complicatec and yet common
of these issues.

Before the cevelopment of effective cardiopulmonary
resuscitation technigues and other modern life support systems,
the issue of whether to provide or feorego life prolonging
treatment was of 1little concern.2 Physiologic life can now be
extended through medical technology even after all meaningful
life is extinct. Despite modern technology, we must keep in mind
that death is a natural and inevitable event that may be the
preferred course for some individuals. From the physician's
point of view, death is the uvltimate enemy; he is taught to
prolong life whenever possible. He is also asked to relieve

suffering and to do no harm.3

It has become increasingly
difficult to determine when the tests and treatments directed at
saving a patient's life are, in fact, no longer in the best
interest of the patient.

Many factors are involved in making the medical

determination that resuscitation is not to be a part of the
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patient's medical treatment. Included in these factors are
personal and prcfessional experiences oY the health care
provider, communication with the patient and his family, leqgal
ijssues to include fear of malpractice, knowledge about the
patient's disease and the process of dying. Standards and
guidelines for cardiopulmonary resuscitation (CPR) and Emergency
Cardiac Care (ECC), published by the American Medical
Association, specify that CPR is intended to prevent sudden
unexpected death and is not indicated in cases such as terminal
irreversible illness where death is not unexpected. It is even
possible that in some situations resuscitation represents a
violation of & person's right to die with dignity.a’s’e’
However, CFR is ordinary medical care and only the patient has
the right to refuse this care if he is able to do so., Failure to
obtain the patient's permission might be construed as passive
euthanasia and the physician held liable.7

The Dinnerstein decision allowed that "no code" - the
decision not to attempt resuscitation, could be an appropriate
course of medical treatment for a2 comatose patient if the
attending physician determined that the patient was irreversibly,
terminally ill.e’g Skhirley Dinnerstein was a comatose,
terminally i1l patient. A Massachusetts probate court ruled that
a no code could be appropriate, in this case after the physician
made the decision and the family concurred that resuscitation

10

attempts were not appropriate. Most cases remain unresolved as
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to whether family, patient, physician or court will individually
or jointly be responsible for the decision to withhold CPR.'1+12

The responsibility for the dying process hes been usurped by
health care professionals; the termirally ill patient is no
longer assured that his death belongs to him as a meaningful

summation of his life.13’1a

Resuscitation is a traumatic event,
a viclient iptrusion into what might have been the peaceful final
state of 1life,'® Long-term survival rates after CPR for a
terminally ill patient are very low, and frequently CPR only
proiongs the dyimg of an already ccrmatcse patient.16’17 The
suitability of patients for CPR treatment should be determined
prior tc the need for such action if both the patient and the
hospital staff are to be adequately protected and the best

medical/nursing care given.18

1f a2 "Do Not Resuscitate"™ (DNR)
decision is a possibility for a terminally i1l patient who is no
longer responding to medical treatment or who desires no further
medical intervention, the physician must analyze the situation,
initiate the communication needed for that decision to be
acceptable for all involved, and implement the decision in a
manner that insures the patient receives the type of care desired
when death apprcaches., This must. be done while maintaining the
hospital staff within legal parameters of good medical practice.
The physician must also insure that & patient who should be

resuscitated or who desires to be resuscitated, is, in fact,

given that care when needed. Lack of good communication under
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either situation causes pain, bitterness, distrust and risk of
litigation.1g

The decision that CPR is not a suitable treatment is a
critical turning point in the care of the terminmally ill patient.
Since this determination may be made weeks prior to the death cf
a patient, the focus and subseguent quelizy of care nouw hinges on
what ic perceived by "comfort" oriented care &s opposecd to
"curative" oriented care. Dying carries with it an aura of
fzilure. The attitudes and behavior patterns of the staff
greatly determine the sccial context ir which dying occurs.?0
The work of Elizateth Kubler-Ross on death and dying, and the
subsequent hospice movement have raised the social awareness -
concerning care of the dying petient. Eut within the hospital
setting there is little agreement about the criteria for making a
"mo code" decision, or what palliative care encompasses.21'22

Whether DNR decisions should be made, how they are made, and
how they are implemented are the source of much legal, medical
and ethical debate. The literature supports a hospital policy

and documentation of the decision.zz"zl"25

When a hospital does
not have a policy, the approach to making a DNR decision lacks
uniformity, which creates an unstable environment resulting in
confusion for the hospital staff af the time of & cardiopulmonary
arrest.zs’27

The Army Medical Department (AMEDD) has been informed by a

decision passed down from the Judge Advocate General (JAG) to the

L .MERA
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Surgeon General of the Army that neither living wills, natural
death acts, nor physician directives, all of which refer to
cardiopulmonary resuscitation, coulc be included in the patient's
chart as guidance to withhold treatment.4® At the 1982 Army
Chief of Professional Services (CPS) Conference, these top
executive physicians were informed by a JAGC representative fronm
Health Services Command (HSC) that orders not to resuscitate,
such as "no code", were illegal and should not be written,?3
ARnother agency that has been reviewing care of the
terminally 111 is the Joint Commission on Accreditation of
Hospitale (JCAH). The commission .s in the process of proposing
standarcs fcr hosoice cere. Hospice care is palliative,
supportive care for the terminmally ill and their families with an
emphasis on psychological support and control of pain.30 A
letter from Barbara McCann, Hospice Project Director, stated that
patients ertering @ hospice program should understand that the
care is palliative and that extreme life saving measures will not
be taken. She went on to say that this assumption carnncot be made
in any other department or for other terminal patients.31
Considering the limited availability of hospice programs and the
lack of provision under Army Regulation 40-3 for a hospice
procgram in the AMEDD, there appears to be a large gulf between
Hcspice care, which should be optimal care for the terminally

ill, and the care given to all non- hospice, terminally ill

patients approaching death.
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The nurse practice acts of most states indicate the nurse
must follow the doctor's order unless she determines the order is
inappropriate amd could harm the patient. When the physician
refuses to write a2 DNR order but gives it verbally or indicates
the patient is irreversibly, termimally ill, the true decisicn of
whether to initiate CPR and how vigocrously often falls to nursing
judgment regardless of whether this is appropriate, legal or even
acknowledgec.32’33'3a’35

There is much more to care of the terminally ill than making
a decision about resuscitatiorn, but much of the care direction,
especially supportive communication, 1is determined by that
decicion. If hesalth care professionals cannot document a DNR
decision by writimg an order, and if there is no hospital policy
on DNR gecisions, the questions arise; do nurses understand their
role in the care of dying patients; or do they have clear
guidance frecm the hospital as to their role when "no code”" is
impi.ed, and if not, what guidance do nurses need?

The conditions which prompted this study were highlighted
during the Fall of 1982 when confusion was expressed by the
nursing and medical staff at Moncrief Army Community Hospital
(MACH) over the lack of ar explicit hospital policy detailing the
procedure for documenting a2 DNR decision. The Chief of
Professional Services attempted to establish e policy but had to
abandon this approach as directed from Health Services Command.

All the ethical, legal, and mecical aspects of the DNR decision
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surfaced in discussion., It was apparent that there were many
varying viewpcints. as well as varying practices concerning care
of terminally ill patients.

This study is a2an attempt to clarify what registered nurses
perceive as their role wher caring for a terminally ill patient
for whom "no resuscitation" is irplied in their chart. FResults
of the study shoulcd assist the executive staff of this hospital
in determining what guidance they need to provide to insure

quality care and adequate risk mamagement.

IT. STATEMENT JF THE PROBLEM
The problem was to determine: the local command guidance
required by nurses in situations uwhere there is an implicit
indication in a terminally i1l patient's medical record
reguesting non-resuscitative procedures either by patients or

family and/or primary physician.

111, OEJECTIVES, CRITERIA, ASSUMPTIONS, AND LIMITATIONS
Objectives
The objectives of this research were to:

1. Identify the current applicable laws, regulations and
policies regarding the decisionm not to resuscitate a terminally
ill patient,

2. Determine the apprcximate annual patient population at

MACH to which this research is applicable.
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3. Make explicit the current guidance from this Hospital
Commander and the Chief ANurse,

4, Identify those nurses who provide care to terminally il1
patients.

5. Determine a consensus of concerns and issues from the
nurses applicable to thies problem uwhich require guidance.

6., Determire what ouidance car be given uncder existing legal
constrainmts.

7. Determine how the needed guidance can best be given at

Moncrief Army Community Hcspital.

Criteris
The established guidance are consistent with:

1. Guidance set forth by the Surgeon General and HSC JAG.

2 Joint Commission standards and Army regulations
pertinent toc documentation in a patient's chart.

3. Federal laws, South Carolina State Laws, and legal
precedents as they are pertinent.

4, Peosition statement of the American Medical Association
(AMA) and other professional associations, to include the County
Medical Society and the South Carolina State Nurses Associations.

5. Response rate to the sufvey document was at least 70% to

justify a conclusion on consensus.

Assumptions

Assumptions of this research were:
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1., That individuals surveyed responded truthfully,
accurately and independently.
2. That the AMEDD will continue to operate under the
Surgeon General's guidance that neither the Surgeon General's
Office nor the individual hospital commands will issue a written

"mo code" policy.

Limitations

Ltimitatiorns of this research are:
1. Only nurses at MACH wvere surveyeag.

2. DOnly Federal and South Carclina State Laws were appliec.

IV. RESEARCH METHODOLOGY

Data Lollection

1. Current directives within the AMEDD were obtained from
HSC JAG.

2. South Carolina and Federal laws were reviewed to
determine valid legal constraints which apply.

3. JCAH was contacted to clarify their position on any
aspect pertinent to this research.

4, The 24-hour Nurses Report was used to identify patients
who died from a terminal illness during FY 82 and FY 83, who had
been hospitalized at least 48 hours. The charts of these
catients were revizwed to verify the proper classification eof
these patients and to determine which staffs of nurses should be

included in this research.

i
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5. An extensive literature review was conducted to assist
in identifying common nursing concerns and issues regarding the
limitation of resuscitatiom with the terminally il1l, This
information was used in designing the questionnaire.

6. A questionnaire was designed, distributed, collected,
and analyzed regarding command Quidance needed and type of care
to be provided to the terminmally ill patient and their family or
significant other when non-resuscitative procedures are implied.
The questionmaire was distributed to the nurses idenptified in
item four, Imply for this research was defined as written
indication in the doctor's progress notes that the patient and/or
family na longer wants aggressive curative measures to be taken
to sustzin the patient's life. If the physician did not state
that care should be aggressive, then it was assumed that the
physician agreed with the decision., Statements such as "the
patient's condition was discussed with the family and they wish
no hercics ", or "the patient desires comfort measures only", were
considered as implying non-resuscitative procedures would be the

course of treatment.

Recordinc the Data

1. All current directives, regulations, or standards were
referenced if applicable.

2. Results of the survey questionnaire were analyzed and
recorded.

3. Laws, 1legal precedents and specific cases were

incorporated as appropriate.
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4, Position statements from recognized professional

organizations were referenced where applicable.

Data Evaluation

The demographic gquestions were used to develop a demoagraphic
profile of the responcents using descriptive statistics,

The twenty-five gquestions and all subcomponents of questions
were designed using a Likert type attitudinal scale. This survey
vsed a rance of seven posesible responses ranging from one,
strongly disagree to seven, strongly acree. The response of four
representeo a reutral attitucde ccncermning the questions being
posed. The measurement of all survey questions was accomplished
by computirg the mean and standarc deviation (SD) of each
question.

Although the sequencing of the category of question followed
a logical order, the questions which were grouped together for
analysis and comparisocn did not necessarily appear together on
the survey questionnaire. Tables seven through fourteen group
the related questions and responses together to facilitate
comparative anc subjective analysis of the survey results.
Questions were occasionally used in more than one Table. Survey
questions 1, 2, 189, 20 and 21.were grouped in Table 7 under
Nurses Preparedness, Table 8, Direction of Care, grouped
questions 3, 6, 13, 14, 22 and 23. Table 8 grouped questions
concerning communications, questions 8, 8, 10, 11, 24, and 25.

Table 10 dealt with the problem of CPR without a written order,
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question 18. HRelated questions 13, 22 and 23 were also used in
this Table. Questions 3 and 4 were grouped in Table 11 under
Quality of Life. Table 12, Ward Rules and Privileges, used
questions 5, 6 and 7. Table 13, Comfort Measures used guestions
14 and 15, The last Table, Table 14, group questions 12, 16 and
17 under the category of Innovative Approaches,

R mean of five or greater was considered to be significant
and indicative of those items that should be addressed in the
command guidance for nurses when caring for termimally ill
patients, Specifically addressing those patient care items with
amean of five or more is expected to help clarify for the nurses
whether or not the command is supportive of the care the nurses
are rendering, or wish tec render, tc the terminally ill patient
regardless of the fact that there is not a "no code” policy nor
is "no code" a written order on the patient's chart. Questions
not relating directly to patient care are expected to clarify to
the command the atmosphere currently surrounding nursing care of
terminally ill patients. Analysis of those questions indicates
areas which require specific command direction of action.
Example -- if education in the area of terminal nursing care is a
sigrnificant problem then the command may wish to establish an
education program. It was felt by this researcher that a mean of
five would indicate that the subject of the survey question was
of concern to the registered nurses or already part of the care

being provided and therefore warranted consideration in the
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development of command guidance. It was also felt that some of
the most controversial subject areas would have a mean less than
six, thus, to @2llow for comprehensive and meaningful information
upon which tc develop command guidance, the mean of five was
selected.

Survey question replies having a standard deviation of
greater than 1.5 were compared with other related questions to
deterrine if there were a diversity in the answers indicating a
problem 2rea which requires command guidance.

The standard deviation measurement of 1.5 was selected by
this researcher. This again was a subjective determination
selected a‘ter considering the range of the survey tool, the
significant mean being used, and the intent of the survey tool
and this research. The comparison of survey guestion result
among related aquestions assisted in insuring that the analysis
was a realistic reflection of the concerns and beliefs of the
registered nurses and not a flaw in the survey instrument,

The questionnaire used was designed by the writer, underwent
expert review for face validity as well as a pilot study. The
expert reviewer was a Ph.,D. nurse researcher. The pilot study
utilized a nurse educator, an Infection Control nurse with a
nackground in Medical /Surgical nursing, an Ambulatory Care Clinic
Head Nurse whc is also an oncology nurse specialist, and a
Medical Nursing Supervisor. Minor changes identified by the

pilot study were incorporated.
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The final results of the guidance needed were compared with
legal and professional restrictions to determine what guidance
can be given to address the specific concerns and issues
jdentified, within the constraints, The general form of the

recommended quidance was included in the recommendations,
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PRESENTATION AND DISCUSSION OF DATR

Current Laws, Regulations and Policies

South Carolina has no legal precedence establ ished
concerning care of terminmally ill patients or specifically the
legality of comfort-oriented, non-resuscitative care as opposed
to curative, resuscitetive cecre. Non-resuscitation of
hopelessly, terminelly ill patients appear to be an acceptable
standard of practice even though not formally or legally
acknowledged.

Health Services Command (HSC), at the guicdance of the
Suroeon General has directed its hospital commanders not to
ectablish "no code" peclicies or toc have physicians write "no
code" orders, but instead to review the circumstances of each
case and make individual, independent decisions about the
appropriateness of resuvscitative attempts for that patient. MACH
command has passed on the Surgeon General's and HSC's guidance to
the physicians but has not issuved specific directions to the
physicians or nurses concerning how to determine the
appropriateness of care or the implementation of any non-
curative, non-resuscitative care, (Appendix C). A discussion
with Colonel Gibbs III, Chaplain, HKSC, and Colonel Molnar,
Moncrief's Deputy Commander of Clinical Services, revealed that
part of the vagueness surrounding care of terminally ill patients
stems not only from a lack of "no code™ policy but also from this

Army hospital's mission which is focused on health care for the
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active duty soldier. ARt this time, Army hospitals do not
acknowledge that they provide terminmal care on a routine basis.
Army Regulaticn 40-3 does not provide for hospice care or home
health care which have been associated with terminal care. There
has been no consensus on how to provide better in-hospital care
cf teiminally ill petients without committing excessive resources
tc this small group of patients,

The Survey Instrument

The registerec nurse guestionnaire on care of the terminally ill
patient was cdesigned, pretested, then distributed to all the
registeredg rureses on the medical ward, the surgical ward and the
Feciatric/Gyneccloqgy ward, A review of the 24-hour nursing
reporte (DR 3889) for fiscal year 1982 and 1983 revealed an
average of thirty-five patients per year who had a2 diagnosis
indicative of a terminal illnecs and who died at MACH after at
least a 48 hour hespitalization, R review of those charts
insureo proper classification of those patients in terms of this
study. In addition to the three wards indicated above,
occasiocnally an apparent terminally ill patient died in one of
the intensive care units., The intensive care areas and those
patienits were elimirnated from phis study as their focus of care
continued to be curative in nature.

F total of twenty registered nurses were surveyed. Nineteen
questionnaires were completed and returned for a final response

rate of 95 percent. The survey instrument consisted of two
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segments., The first segment contained six demographic data
questions. Fart two contained twenty-five gQuestions about care
of terminally ill patients., Three questions of the tuenty-five
had multiple parts. Those qQuestions dealt with concepts of
comfort measures, privileges and quality of life items. A Likert
type attituoiral scale was used with seven choices ranging from
stronply disagrees to strongly agrees. KR mean result to each
question waes obtained by multiplying the number of responses in
each categcry times the number given to that response, adding
theose numpers tooether and dividing by the total number of
responces to that ocuestion., A mean score cf five or more was
ccnsiderec significant to the problenm statement. Additional
analysis has also been made regarding the pattern of responses to
related guestions, individual comments mace, and standard

deviaticns of 1.5 or greater.,

Demoaraphic Characteristics

The oemographic data revealed the following profile. The
average nurse responding was & female, military nurse between the
age of 27 and 34 years who practiced on 2 medical or surgical
ward. This nurse held a2 bachelors degree in nursing and had
carecd for six or more terminally ill] patients during the end

stages 0 their disease.
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The specific demographic breakdown was as follows:

AGE GROUP

2B or younger

27 - 34

o
[]
ol

no

3
£2 - 50

Qver 50

AREA

Medical
Surgical

Peciatrics

w
m
>

ale

Female

TABLE 1

Rge Distribution of Respcndents

NUMBER
2

6

TRABLE 2
Current Areas of Practice
NUMBER
g

-
li

4

TABLE 3
Cex Profile of Respondents
NUMBER
1

18

PERCENT

10.5
32.6
32.6

5

2
bl

21.1

PERCENT

42.1
36.8

21.1

PERCENT
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TABLE 4

Employment Status

STATUS NUMBER

Mmilitary 12

Civilian 7
TABLE 5

PERCENT

63.2

36.8

End Stages Terminally 111 Patients Cared for by Respondent

NUMBER OF PATIENTS NUMBER

1 -5 3

6 or mecre 16
TABLE ©

Nursing Education of Kespondent

LEVEL NUMBER
Diploma 7
BSN 10
Dther 2

PERCENT

15.8

B4.2

PERCENT

36.8
52.6

10.5
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Results and RAnalysis of the Preparation of Nurses for Caring for

Terminally J11 Patients

Five guestions (1, 2, 19, 2C and 21) dealt with the nurses'
preparedness for caring for termirnally il]l] patients and her
understancinc of command guidance., Table 7 lists these questions
and displays the statisticel analysis. GCenerally the nurses
slightly agreed that they faced a great amount of uncertainty of
how to work in particular settings with terminally ill patients.
they slightly disagreed that they lacked education in managing
these patients and slightly agreec that they were adequately
prepared to cere for the terminally i1l and their significant
others. UWher esked about understanding what was expected of them
and if they felt explicit guidance was needed, they slightly
agreed they understood their responsibility but moderately agreed
that explicit guidance was neeced., Individual comments indicated
that guidance wes neecded for legal protection if for no other
reason. 0One respondent stated that she wanted guidelines for
legal protection onmly; her moral decision had already been made.
Another respondent answered that, "Ever since the HSC policy of
no "no code" order, "I'm not at all sure of what's expected of me
when an obviously terminal patient arrests,”

It appeers, therefore, that although educational
freparedness is minimally adequate; a significant amount of
confusion exists concerning commandg expectation, guidance, and

legal responsibility. Rlso noteworthy is the fact that the
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standard deviation for all five of these questions was over one
with three being over 1.5 indicating considerable variation in

the answers to these questions.
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Results and Analysis of Direction and Focus of Nursimg Care with

Terminally Il]l Patients

Six questions (3, 6, 13, 14, 22 and 23) cdealt with general
ctoncepts about the direction and focus of care and nursing
judgment when caring for terminally i11 patients, These
guestiions relate to quality of life, hospital privileges and
comfort measures for the termineglly 1l1l., Table B liste these
guestions and displiays the statistical armalysis,.

The nursing goal of improving tre patient's quality of life
ranked e high €.7 mean, Attitudes about indepencent nursing
judgment and the nurse's need to be able tc relax rules and
employ comfort measures also ranked high at 6.2 anog 6.4 although
the ¢.0. for independent judoment was 1.85. The S.0. for
guestions concerning the need to verify a "mo code" status and if
that affected nursing care were also over 1,5; however, 68%
strongly agreed the focus of nursing care changed when the "no
code" decision was made, and 63% of the respondents felt strongly
that it was essential to verify a "code/nc code" status to
properly plan nursing care. It can be inferrecd from these
responses that this group of nurses felt thet the "code™ or "no
code" decision sipnificantly affects the appropriatemess of the
nursing care given. It also appears that the nurses feel that
independent nursing judament directly contributes to the quality

of care provided terminally ill patients.
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Results and Analysis of Communication Between the Nurse and the

Physician, Patient and Significant Others

Six questions (6, 8, 10, 11, 24 and 25) dealt witr various
aspects of communication. These questions and their statistical
analysis are listed in Table 9.

Overall, the importance of good communication rated a high
mean. The nurses felt it important to keep the physicien
informed of the patient's and family needs as well as the nursing
care being planned. from a quality of care and risk management
viewpoint, they rated communication high as a positive
tontributing factor, especially where perception of care was
concerned. Adcitiornal explanations as needed by the patient was
also perceived by the nurses to be part of their role, although
there was less group agreement to this question., The responses
to the remaining two questions, eight and ten, resulted in means
below the significant level. However, these twe questions had
very large standard deviations, 1.82 and 2.8 respectively,
indicating a large division in the responses to these questions.
Question eight dealt with the nurse sharing the patient's chart
with him or family as they expressed a need to know what was
happening. Although 63% of the nurses agreed with this statement
to varying decrees, there was enough disagreement to louwer the
mean to just below the significant level for this research.
Several nurses stated they were willing to share the information

but not necessarily share the chart. Question ten resulted in
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the largest division of responses than arny other question. This
guestion dealt with the nurse's and family's or significaent
other's communication atout the type of care to be given when
death appeared eminent and "no code™ had nct been made explicit
to all concerned. Forty-two percent of the respondents strongly
agreed that the nurse should approach tne family and the same
percent stronaly disagreed, stating that this was the physician's

responsibility.
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Results and Analysis Concerning the Ouestion of CPR When "No

Code" was Implied But Not Written

Only question 18 dealt directly with the decision of whether
or not to initiate CPR at the time of cardiasc or respiratory
arrest of a2 termirmally 111 patient if a specific order has not
been written, which applies tc a2ll terminally 111 patients at
Morcrief at present, Table 10 shows this gquestion and two
related questions and their statistical analysis.

The mear results of these questions showed that on the
average the nurses sliaghtly agreed that CPR should not normally
be initiated. the large standard deviation of 2.34 indicates
corciderable disacreemert in the respornses to this question. A
tetal cf E3% strongly agreed that CPR should not normally be
initiated if "no code" was implied but not a written order; 21%
strcnoly or moderately disagreed; another 16% were neutral. It
is obvious tret at this time whether or not CPR is initiated when
a terminmally ill patient arrests is not dependent uporn hospital
guidance but upon individual nurses attitudes which may or may
not promote the most appropriate care. Referring once agein to
questions 22 and 23 concerning the need to have a "code" or "no
code” decision point, the responses indicated a need for that

decision to properly direct the nursing care.
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Result and Analysis of Specific Innovative Approaches to Care for

the Terminally I11

The remaining survey guestions addressed varying aspects of
patient care approcaches that might be employed by nurses caring
for terminally il11 petierts, Theece questions and their
statistical analysis are shown ir the fcllowing tables.

Table 11 lists quality of life aquestions, Quality of life
for patients and their families as a ccal of nursing care was
given & strong 6.7 mean, In an attempt to determire what nurses
might include in nursing care as quality of 1life items, ouestion
4 listed eleven i1tems, all of which the respondents replied to
with 2 mearn well over five, Two guestions had a S.0. areater
than 1.5, These questions concernec decreasing diagnostic
intervention and increasing the patients functioral activity. It
may be that some nurses dec not view these as nurses'
rtesponsibilities or there may have beern some uncertainty as to
the interpretatiorn of the question &nd the nursing role.

Individuzl comments referring to guality of 1ife
reemphasized that these items must be "as the patient desires.”
Rnother responcent added the item, "tc facilitate communication

between staff and the patient's family."

k. .
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Ward rules and privilege questions are listed on Table 12.
Rl though the nurses responded strongly that hospital rules should
be relaxed for the terminally il patient and the charge nurse
should use her own discretion in relaxing these rules, when given
a list cof thirteen possible privileges that are commonly referred
to in the litersture when discussing terminal care and hospice
care, the responses showed considerable reserve in several areas.
Visits by small bousehold pets and smoking ranked below the
significant 1level, bearing of own clothes and a2llowing direct
admission to the warc were significant but with & S.0. greater
than 1,5, Adult visitors at any time, visits by children and
alcohclic drinks im moderation were 211 within the significant
range.

Indivicual comments concerning rules and privileges added
some additicnal privileges that several nurses felt uwere
important:

- Cirect access to telephone or own telephone line,

- Comfortable in-room sleeping facilities for family members

who desire to stay.

- Availability of meals for family members in the patient's

room if desired sc the family could enjoy & meal with the

patient.
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Comfort measures received a very positive response from the
nurses who moderately and strongly agreed that the nurse should
employ any comfort measure she determined necessary. Table 13
lists the questions and statistical analysis for comfort
measures. 0On this list of possible comfort measures all were
significant with a mean of B or greater except for the insertion
or removal of a nasal gastric tube for comfort. These two had
means between four and five anc¢ S.D. greater than 1.5.
Incividual comments gave some possible additions to the list of
ccmfort items:

- Availability of special dietary items requested such as

milkshakes or steak.

- Self-hypnosis and relaxation technique instruction

- Heating paos or cold packs

- Emotional spiritusl care, scripture readings, tapes,

films or prayers, if patient desires ‘

- Devices to decrease venipunctures such as longterm,

surgically implantec atrial catheters

- Continuous morphine drip for pain cohtrol and use of

mari juana for nausea related to chemotherapy.
The last twc items could be suggested by nurses but would
reguire a physician's order or intervention. The use of

mari juana is not legally approved at thie hospital.
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The last three questions to be analyzed independently
adoress additional innovative approaches that might be used when
caring for the terminally ill. These questions and their
statistical analysis are listed in Table 14, All three questions
had significant means al though the use of a nurse resource person
had an S.0. of 1.73, The indication by the response to these
guestions is that the nurses are interested in utilizimg all
poscsible reccurces to improve the qguelity of care to terminally
ill patients.

Twc additiornal comments that were writtenm in the survey
responses. These comments reflect a problem the nurses have in
the care of terminally ill patients, the problem of insufficiert
nurse resources to accomplish all the care the nurses would like
tc provioce. One respondent stated, "I do not have the time to
prcvide adequate care to patients ancd significant others much of
the time.," Another nurse commented that she feels a separate
unit ic needec for the terminally ill, that providing this care
on a busy surgical ward placed too much strainm on the staff,
patient and families. She added that families need to interact

with other families with similar circumstances.
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CONCLUSIONS AND RECOMMENDATIONS
Conclusion

Analysis of the questionnaire reveals three areas in which

the nurses are seeking clarification of formal gquidance, as well
as many patient care items they believe should be accepted as
routine nursing practice in the care of terminally ill patients.
The three areas requiring clarification by the hospital command
are command expectaticns, formazl command gquidance and the nurse's
legal responsibility or position while providing terminal care.
These three areas are not unique and independent from each other
but rather a blend of issues each affecting the other. Since
this study is focused on determining the command gquidance
regquired, it is expected that command expectations and legal
guidance will be incorporated into any command guidance given,
The analysis of the questions indicated the following issues
need to be addressed in any command guidance provided: (1) UWhen
"no code" is implied in the prooress notes but no order is
written, what is expected cf the nursing staff when the patient
arrests. (2) Are the nurses in good legal standing if they
fcllow implied directions not to initiate CPR? (3) what
constitutes communication of a2 "no code" decision from the

physician to the nurse. If a direct "no code" order is not to be

written, should the progress notes contain a clear indication
that the patient is at the end stage of terminal il lness and that

the patient and physician or family and physician are in %
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agreement that the medical care should be palliative? (4) Uuwhat
should be the realm of independent nursing -judgment in the care
of terminally ill patients? Is the command in agreement with the
privileges, comfort items ancd quality of life items that the
nurces ratecd ss sicnificant when providing care to terminally ill
patients? (5) UWhat additional resources are available or can be
made available tc sssist the nurses in providing quality nursing
care to terminally ill patients? (B) Although the questions
eight anc ten dicd not rank as significant, because of their large
S.D.s trere =zgpears to be a need for the command to evaluate
these icsues ard formally or informally provide the nurses with
some adciticnel 1imsight to help them when confronted with these
problers. What considerations should the nurse evaluate when
deciding whether or not to share the patient's chart with him or
hic family; and is approaching a family about "no code" strictly
a physician's responsibility?

Recommercaetions

Eased on the results of the research, it is recommended that
specific hospital command guidance be developed to address those
questiors listed in the conclusions, Development of a wuritten
hospital policy would provide the professional staff with the
clearest and most legally acceptable interpretation of what the
commang guidance is regarding the management of terminally ill
patients who have reached the pre-death stage. A professional

staff conference on at least an annual basis, should be held to
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discuss current legal and professicnzl development that impact on
this area of health care. R staff conference format would
facilitate the interpretation of writtem guicance and encourage
the voicing of new concerns., It is doubtful that this guidance
would lay to rest all concerns regqarding care of the terminally
ill patient. Results of the survey do strongly indicate the need
for a "coce” or "no code" decision point with adequate
communication amcong a.l thcse involved. Since HSC guidance and
current hcspital gquidance state that resuscitation consideration
wvill be made on an individual basis, hospital guidance should
indicate what 1s expectec as documentation of that resuscitation
decision., The hospital command should continue to ccmmunicate
the need Tor @ "code" or "no code" policy with HSC,

In addition, it is reccmmended that a multidisciplinary
approach be encouraged when acssessing a terminal patient's needs.
This type cf approach shoulc best use the available hospital
resources without placing excess burden on the nursing staff to
provide for all the physical and psychosocial needs of the
patient. Group discussion among the various care providers
cshould be focused on quality care without duplication of efforts,

Trhe last recommendetion is one concerning education. The
cbvious confusion and uncertainty that was reflected in the
responses tc this survey and is also seen ir the literature
indicates an cngoing need for education concerning death and

dying at this hospital and throughout the Army Medical
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Department, It is recommended that appropriate expert counseling
be solicited from within or outsice MACH to address the needs of
the nurses when dealing with the physiological and emotional
escects of death and dying, thereby assisting the individual

nurcee to deal more constructively with both the issue of "no

code" and the natural deatn of the patient,.
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DEPARTMENT OF THE ARMY

HEADQUARYERS UNITED STATES ARMY MEDICAL DEPARTMENT ACTIVITY
FORT JACKSON SOUTH CAROLINA 29207

REPLY TC
ATTENTION OF

12 January 1984

Dear Nurse:

The attached questionnaire concerned with situations where there is an
implieit indication in a terminally ill patients medical record requesting
non-resuscitative procedures either by patient or family and/or primary
physician, is part of a hospital study being conducted as an Army-Baylor Health
Care Administration Graduate Research Project. The project is concerned speci-
fically with determiring the guidance required by nurses from_the local command
when faced with the above situation. It is essential that one hundred percent
of nurses who provide primary care to terminally ill patients participate in
this survey  f the research is to be valid.

I am particularly desirous of obtaining your responses because your
experience with terminally ill patients in the military system will contribute
significantly toward the knowledge needed to deal with some of the problems we
face in this important area of health care. The enclosed guestionnaire has
been validated by expert review. Time required to complete the questionnaire
is about twenty minutes.

I would appreciate your completing the questionnaire within three days
and returning it through the Message Center to MAJ Ress, Nursing Methods
Analyst, Comptroller Division. Any comments you may have about the topic are
welcome. Contact me at EXT 2125/2379 for questions, clarification or

discussion concerning the questionnaire. You need not identify yourself on
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ATZJ~AC ' 12 January 1984
SUBJECT: Dear Nurse
the questionnaire unless you would like a summary of the questionnaire results.
Thank you for your cooperation.

Sincerely yours,

SANDRA V., ROSS
MAJ, ANC
Nursing Methods Analyst
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Registered Nurse Uuestionnaire: Care of Terminally Ill Patients

DIRECTIONS:

1. The questionnaire contzins 25 guestions, three of which have
several parts recgquiring individuval answers. These three
guestions also reguest additional written comments if you wish to
make suth,

2., Fach geesticm is ansuvered by circling one answer on a seven
part attitude scale trat ranges frcm strongly disagrees to
strongly agrees., Pleace circle the number thet corresponds most
closely uwith your personal feeling abcut the auestion being
actked.

3. Flease keep in mind that the ertire ouestionnaire deals uith
care of terminally 111 patients during the pre-death stage and
for whomr medical care is no longer curative in nature.

4, Pleesse answer all ouestions independently and as honestly es
pcesible., All auestionnaires are anonymous. Demographic data is
for statistical purposes only.

Thank you.




Demographic Date

1. Your agf QIrOur:s
a., 26 or younger
b. 27 to 3¢
c. 2t to 4
d. 43 to 50
e. Over 50
Z. Your erea of practice is:
a. Mecical
. Surgice!
=. Fediatrics
3, VYou zre: a. Male b. Female
4. You are: a. Military b. Civilian
€, How many end staoe terminzlly ill patients have you cared for
approximately:
a. None t. 1 to 5 c B or more
6. Your level cf nureing education is:

a. Aesociate Degree b. Diploma . BSN d. Dther
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1. Nurses face a great amount of uncertainty
on how to work in particular settings with
termiral oatients, 2 X 4 5 8 7
2. Most nurses lack educaticn in the
management o’ terminally ill patients. T e * 4 5 B 7
2, The goal of nursing cere for the
terminally 111 is¢ toc improve the quality of
life for the retient and their family. 12 3 &4 5 & 7
4, Improvec CGuelity of Life might include
the following items, Indicate your agreement
or cisagreement witn each item in this
cateqgory.
a. 1o decrease pain and cther symoctons
essociated with disease, 1T 2 3 4« 5 & 7
b. To decrease depressiocn, anxiety, anc
anger., 1 2 3 & 5 6 7
c. To increase satisfaction of care. T2 3 4 5 6 7
d. To improve the physical environment. 1 2 3 4 5 €& 7
e. To decrease diagnecstic interventions
(Lab and Radiographic test). 12 3 4 5 B 7
f. To increase oprcortunity to affect the
course of treatment, 12 3 4 5 6 7
g. To increase choice of locatiom of
care anc ceath, 1T 2 ¥ &4 % B 7
h. Tg increase patients functional
) activity. 12 3 4 %5 6 7
i. 7To cecrease the families ill-effects
during bereavement. (Help the family
understancd and cope with the events
surrounocing terminal illness). 1 2 3 4 5 6 7 '
j+ To promote oper communication between q
significant other and patient about
death. 1 2 3 4 5 6 7
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k. To assist patient in making final
preparation as desired.

L otner Craliity cf Life 1+emes you feel

ist \
should be includec:

€. Hospital anc warc rules should be relaxec
to accommodate the physical, psychological
arc cocial neegs of the terminal patients as
lchg as care tc other patients is not
impairec.

€. The charge nurse should have the right to

relax ward rules as she/he deems appropriate
for the situation,

7. The following is @ licst of items that
mioht be considered as privileges for the
terminally il1l., Please indicate your deqree
of agreement or disagreement with each item,

a. Adult visitors at any time.

b. Visits by children.

c. Visits by small housencld pets.

¢. Smoking.

e. Alcoholic drinks in moderation.

f. Television, radic or tape player left
on when desired.

g. Special personzl iters brouoht to
hospital (ex: pillow, tape recorder,
chair).

h. Privacy as desired.

-

—

STRONGLY DISAGREE

MODFRATELY DISAGREE

N) N

N

SLIGHTLY DISAGREF

N

(98}

(@8]

NFUTRAL

~

SLIGHTLY ACGRFF

wn

()

[02]

MODERATELY AGREF.

o

STRONGIY AGREF

~
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i. UWearing own clothes,

j» Allowing patient to go outside the
hospital as much as possible with
farily or friends,

k., Cirect admission to the warc when the
patient or family feels the neeo for
hospitalization (by pacss the
Emergency Room whenever fesibple).

1. Any type of food from outside the
hespiteal.

m. Rllow catient to particicate in
oecisions about his care,

List any other privileges you feel shoulcd
be added to this list,.

8. The nurse shoulc share the patient's
chart with family or patient as appropriate
to keep the family and/or patient informed of
the patient's status and care plan (as they
express a need to know),

8, The nurse should keep the physician
informed of the patients or families needs
and the nursing care planned to meet those
needs.

10. The nurse should approach the family
about resuscitative measures if the patients
condition is worsening or death appears
imminent anc "no code"™ had not been made
explicit at all.

1%e The nurse should explain slternatives of
care and define terms or explain equipment
whenever she/he see the need.

— STRONGLY DISAGREE

Ny

r MODERATELY DISAGREFE

n SLTGHTLY DISACGREF

(W8}

& NEUTRAL

SLIGHTLY ACGREE

wn

O MODERATELY AGREFE

LY ACREFF

~
v

N STRON(

~)

~I
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12. Ore nurse resource person should be
assigned to each patient and their family for
them to contact at anytime they feel tre
neec.,
13. Nursing care involves independent
nursing judgment based on the patients
diagnosis and expected outcome.
4. The nurse should be authorized to
initiate or emplcy any comfort measures
she/he cetermines are needed.
1S, Tre term "comfor*t measures" might
include the following items teo be initiated
by the nurse, Please indicate your acreement
cr disagreement with each item.

a. Pgsitioning.

b. Skin care,

c. Oral hygiene and lip care.

d. Suctionirg,

e. Oral air way.

f. Skin care devices or equipmenrt (ex:
Air mattress, sheepskin).

g. Orel fluids or nutrition as
tclerated.

h. Oxygen on (if patient desires).

i. Oxygen devices taken off (ex: hasal
canula or mask if uncomfcrtable).

j« Nasal castric tube insertecd.

k. Nasal gastric tube removed (if
patient desires).

STRONGLY DISAGREE

MODERATFELY DISAGREE

N

Ny

SLIGHTLY DISAGREE

(98}

(4]

NFUTRAL

o

SLIGHTLY AGREE

(2]

w

[62]

MODERATELY AGRFE

™m

STRONGLY AGREF

~}
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l. Room envircnment adjusted (ex:
temperature, lighting, noise level).

m. Eye drops.
n. Bathing, hair shampooing, shaving.

c. Flexible schedule to allow patient
tc sleep.

r. Odor control in roor.
n. Theraceutic touch.

T. Nail care, make-up ec needec oOr
desired,

€. PFeiln medication a2s ordered if
needed.

* List any other comfort measures you feel
should be included:

16. FRoutine multi-disciplinary (Dietician,
Spcial Service, Chaplain, Physical Therapist,
etc) hospital rounds should be conducted to

‘ ascsist im developing the patients care plan.

17. Supportive care for the patient includes
supportive care for the family regardless of
their military eligibility.

-  STRONGLY DISAGREFE

N MODERATELY DISAGREE

~N)

Ny

' SLIGHTLY DISAGREE

(¥}

& NFUTRAL

f

e

SLIGHTLY AGREE
O MODFERATFELY AGREF

[SA NN )]

[=)]

~} STRONGLY AGREF

2

~J

~!

N




18, 1f there is an implicit indication (nc
written orcer) in the medical record that the
patient or family and/or primary physician
request non-rTesuscitative procedures, then in
the event cf recespiratory, or cardiac arrest,
CPR snouic nct morrally be initieted.

16, YoL are aceguetely prepared to provide
care to terminmally i1l patients and their
significant cthers.

20. You clearly wnmoerstiand what is expected
of you in the care of te-minally ill
patierts.

21. You woulc li<e explicit guidelines
regarding nursing care of terminally ill
patients ancd 4their families when non-
resuscitative measures are implied in the
medical recorc.

22. The focus and nursing care approach for
a terminally ill patient crhanges from
curative to supportive and ccmfcrt once e
non-resuscitative plan is impliec.

23. It is essential to verify the code/no
code status of a patient if appropriate
nursing care is tc be given.

24, QOper, honest communication with a
patient and his family greatly improves
their perception of the care being given.

25, Good communication with the patient and
family is the key to decreasing risk of a
malpractice suit.
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1. Hospital Policy, Serial Number 021, SAB. is rescinded, effective immediately.

2. The current guidance from llealth Services Command concerning the care of terminally

ill patients in the event of cardiac or respiratory arrest is that "the only possible rule
for dealing with such directives to physicians is to prohibit their usc in Armv muedical
treatment foacilities...Armv medical treatment facilities or their personnel should be
prohibited from honoring directives to phvsicians requesting withholding or withdrawal of
life-sustaining procedures for the terminally 111." DAJA-AL 1978/2402, 8 May 1978.

3. The Office of The Surgeon General's guidance 1is that "Neither the 'Directive to
Physicians' (referring to Texas) nor any similar directives rezarding the withholding or
withdrawal of life-sustaining procedures will be accepted or honored bu Army medical treat-
ment facility personnel.” "

4. Further..."Determinations concerning the application or withdrawal of life-sustsining
procedures will continue to be made in accordance with accepted medical practice with due
regard to the rights of the patient concerned and all medical, regulatory, and legal con-
siderations involved. Legal questions will be referred to the appropriate judge advocate
or legal advis 1 on a case by case basis."

¢t 5. There will te nc policy regarding he abecve at Moncrici Arm: Hespit:cl., Each jatier!
will be handlea on an individual basis as per above guidelines.
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